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Abbreviations and Acronyms 
 
AGYW Adolescent Girls and Young Women (aged 15-24) 
ANC 
APR 

Antenatal Clinic 
Annual Progress Report 

ART  Antiretroviral Therapy  
ARV  Antiretroviral Drugs  
CAC Client-led Community Adherence Clubs 
CADRE Cyclical Acquired Drug Resistance Patient Monitoring (CADRE) 
CBART Community Based ART Program 
CCBHS Comprehensive Community Based Health Services 
CDC Centers for Disease Control and Prevention 
CMS Central Medical Stores 
CODB Cost of Doing Business 
COP Country Operational Plan  
CSO Civil Society Organization  
DMPPT Decision Makers Program Planning Tool 
DREAMS Determined, Resilient, Empowered, AIDS-free, Mentored, and Safe Women 
EDT Electronic Dispensing Tool 
EID Early Infant Diagnosis 
ePMS electronic Patient Management System 
EPOA Enhanced Peer Outreach Approach 
EQA External Quality Assurance  
FAST Funding Allocation to Strategy Tool 
FELTP  Field Epidemiology and Laboratory Training Program (FELTP 
FSW  Female Sex Worker 
FY Fiscal Year  
GBV Gender-based Violence 
GF Global Fund 
GFATM The Global Fund to Fight AIDS, Tuberculosis and Malaria 
GNI Gross National Income 
GRN Government of the Republic of Namibia 
HCMS Human Resources Capacity and Management System 
HCW Health Care Worker 
HEI HIV -exposed Infant 
HIVST HIV Self -Testing 
HR Human Resources  
HRH  Human Resources for Health  
HTS HIV Testing Services 
HSS Health Systems Strengthening 
IBBS Integrated Biological and Behavioral Surveillance Survey 
ICD 
IEC 

International Classification of Diseases 
Information, Education, and Communication  

IHME Institute of Health Metrics and Evaluation  
IMs Implementing Mechanisms 
IPT Isoniazid Preventative Therapy 
ISME Implementation Subject Matter Experts 
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KP Key Populations 
LES  Locally employed staff  
LGBTI Lesbian, Gay, Bisexual, Transgender, Intersex 
M&E Monitoring and Evaluation  
MCH Maternal and Child Health  
MDR Multiple Drug Resistant 
MDG Millennium Development Goals 
MER Monitoring, Evaluation and Reporting 
MOHSS  Ministry of Health and Social Services  
MSM  Men who have Sex with Men  
MTCT  Mother-To-Child Transmission  
NAD Namibian Dollar  
NAMPHIA  Namibia Population-Based HIV Impact Assessment  
NASA National AIDS Spending Assessment 
NDHS Namibia Demographic and Health Survey 
NEC New Embassy Compound  
NHFA National Health Force Accounts 
NIMART 
NIPH 
NSF 

Nurse-Initiated and Managed ART 
National Institute of Public Health  
National Strategic Framework 

OGAC Office of the U.S. Global AIDS Coordinator 
OPD Outpatient Departments  
OVC Orphans and Vulnerable Children 
PEPFAR 5Ȣ3Ȣ 0ÒÅÓÉÄÅÎÔȭÓ %ÍÅÒÇÅÎÃÙ 0ÌÁÎ ÆÏÒ !)$3 2ÅÌÉÅÆ  
PITC  Provider-Initiated Testing and Counseling  
PLACE  
PLHIV  

Priorities for Local AIDS Control Efforts 
People Living with HIV and AIDS  

PMTCT  Prevention of Mother-to-Child Transmission  
POC Place of Care  
PrEP  Pre-Exposure Prophylaxis  
QA Quality Assurance 
QM Quality Management 
RTK Rapid Test Kit 
SDS Strategic Direction Summary 
SID  Sustainability Index Dashboard  
SI Strategic Information  
SIMS Site Improvement through Monitoring System  
SNU Sub-National Unit  
SOP Standard Operation Procedures  
SRH Sexual and Reproductive Health 
STI Sexually Transmitted Infection 
TA Targeted Assistance 
TB Tuberculosis 
TG    Transgender  
TGW  Transgender women  
TLD Tenofivir/Lamivudine/Dolutegravir  
TPT TB Preventative Therapy  
TWG Technical Working Group 
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UHC Universal Health Care 
UNAIDS Joint United Nations Programme on HIV/AIDS 
USAID U.S. Agency for International Development 
USD United States Dollars 
USG United States Government 
VACS Violence against Children Survey  
VIA  Visualization with Acetic Acid  
VL  Viral Load  
VMMC  Voluntary Medical Male Circumcision  
WHO  World Health Organization  
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ΫȢΪ 'ÏÁÌ 3ÔÁÔÅÍÅÎÔ 
Namibia is estimated to be at 95-95-92 as defined by the UNAIDS 95-95-95 treatment 
cascade; one of the first high-burden countries to approach epidemic control.  COP20 
ÕÔÉÌÉÚÅÓ .ÁÍÉÂÉÁȭÓ ÕÎÉÆÉÅÄ 0%0&!2 ÐÒÏÇÒÁÍ ÂÕÉÌÔ ÁÒÏÕÎÄ ÓÔÒÕÃÔÕÒÁÌ ÓÕÓÔÁÉÎÁÂÉÌÉÔÙ ÔÏ ÐÕÓÈ ÆÏÒ 
success in testing the remaining five percent of people with unknown status, preventing new 
infections, and retaining more than 175,000 people on treatment. 

Primary gaps exist most prominently among those older than 25 being unaware of their HIV-
positive status and not on treatment, especially men.  The gap of people living with HIV 
(PLHIV) not on antiretroviral treatment (ART) is c oncentrated in the larger urban areas in 
the capital and on the coast.  This is probably also influenced by urban migration within 
Namibia.  Prevention measures need to be considered holistically, with particular focus on 
pregnant and breastfeeding women and their babies, and adolescent girls and young women. 

0%0&!2 .ÁÍÉÂÉÁȭÓ ÐÒÏÇÒÁÍ ÁÒÅÁÓ ÆÏÒÍ ÁÎ integrated cascade across the three 95s, with the 
community, facility, and health system partners successfully providing comprehensive 
services.  This extends to a comprehensive and integrated prevention approach as well, 
tailored to reach unreached populations or those at highest risk.  This structural 
sustainability model further refined in COP20 is expected to increase domestic ownership, 
financial responsibility, and quality of care with successful outcomes.  This unified program 
ÐÒÅÓÅÎÔÓ .ÁÍÉÂÉÁȭÓ ÖÉÓÉÏÎ ÏÆ ÓÔÒÅÁÍÌÉÎÅÄȟ efficient partners, coordinated as one portfolio by 
the Ministry  of Health and Social Services. 

Innovative program highlights to add ress the need in COP20 include: 

¶ Applying key retention interventions along the cascade, in those diagnosed, on 
treatment, who have missed appointments, or are lost to follow up; 

¶ Tracing reasons for missed appointments and ensuring over 98% are re-engaged and 
confirmed active; 

¶ Improving TLD adherence monitoring through point -of-care urine TDF screening; 
¶ Focusing on pregnant women, a group most at risk of seroconversion; 
¶ Saturate existing five DREAMs districts and expand to four new districts;  
¶ Accelerate and expand community based viral load monitoring interventions under 

the Differentiated Service Delivery (DSD) 
¶ Scaling community maternal and infant tracing; and 

¶ Using IBBS data to address significant gaps within and improve the KP cascade. 

The goal of COP20 is evident: retain PLHIV on treatment and prevent new infections 
through PEPFAR-.ÁÍÉÂÉÁȭÓ ÕÎÉÆÉÅÄȟ ÃÏÍÐÒÅÈÅÎÓÉÖÅ ÁÐÐÒÏÁÃÈ ÕÓÉÎÇ ÂÏÔÈ ÐÒÏÖÅÎ ÁÎÄ 
innovative ways to identify and address populations most at risk.  By the end of COP20 
PEPFAR Namibia will put an additional 5,290 PLHIV on treatment and ensure 196,784 of the 
total expected 204,583 PLHIV on treatment will be virally suppressed reaffirming that 
Namibia is on a truly successful path to sustainability.   

 

 

 



 

7 | P a g e   

 

άȢΪ  %ÐÉÄÅÍÉÃȟ 2ÅÓÐÏÎÓÅȟ ÁÎÄ 0ÒÏÇÒÁÍ #ÏÎÔÅØÔ 
2.1 Summary statistics, disease burden and country profile  

Namibia is a sparsely populated desert country of 2.5 million people (Namibia Statistics Agency 
(NSA), Population Projections 2011-2041) with an area more than twice the size of Germany.  The 
population is concentrated in small urban areas scattered throughout the country, particularly in 
the north near the border with Angola (see Figure 2.1.1).  Urbanization continues to increase 
rapidly at a rate of 3.63% (CIA Fact Book 2017), and urban population was projected to surpass the 
rural population for the first time ever in 2019. 
 
Namibia is an upper-middle income country with a gross 
national income (GNI) per capita of $ 4,570 (World Bank, 
2017), but with starkly unequal income distribution. 
.ÁÍÉÂÉÁȭÓ 'ÉÎÉ ÃÏÅÆÆÉÃÉÅÎÔ ÉÓ ΪȢΰΫȟ ×ÈÉÌÅ ÉÔÓ 0ÁÌÍÁ 2ÁÔÉÏ ÁÔ 
5.8, both near the highest in the world (UNDP HDR 
statistical update 2018).  According to a 2012 assessment of 
poverty dynamics in Namibia, approximately 29% of people 
in Namibia are poor (living on less than 30/day Namibian 
Dollars (NAD) and more than 15% are severely poor (living 
on less than NAD 22/day).  Unemployment is estimated at 
33.4%, down from 34% two years earlier (NSA Labor Force 
Survey 2018). 
 
The country made great strides in attaining the Millennium 
Development Goals (MDG) related to access to education, 
gender parity in education, and health.  Impressive results 
in immunization and nutrition of children have also 
been achieved, bringing down under-five deaths from 
4,200 per year in 1990 to less than 3,000 in 2013: child 
mortality rates are 45.2 deaths per thousand live 
births (UN Inter -Agency Group for Child Mortality, 2016).  Namibia launched the Sustainable 
Development Goals agenda in 2016, which build on the MDG and go further in addressing the 
root causes of poverty and the universal need for development that works for all people. 

According to the Institute of Health Metric s and Evaluation (IHME), HIV/AIDS remains the 
leading cause of death in Namibia, as shown in Figure 2.1.2.  
 
 
 
 
 
 
 
 
 
 
 

Figure 2.1.1 Population Density  
(per km 2) in Namibia   
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Figure 2.1.2 Top Causes of Death in Namibia (2017)  
 

 
Source: IHME, http://www.healthdata.org/namibia 

 

Namibia has been accelerating progress towards HIV epidemic control, and at the end of fiscal 
year (FY) 19, over 95% of the estimated 208,182 PLHIV in Namibia will be on ART.  New HIV 
infections have halved since 2004, and life expectancy increased by eight years from 56 in 2005 to 
64 in 2016 (World Bank).  The 'ÏÖÅÒÎÍÅÎÔ ÏÆ ÔÈÅ 2ÅÐÕÂÌÉÃ ÏÆ .ÁÍÉÂÉÁȭÓ ɉGRN) leadership has 
also resulted in Namibia achieving high HIV treatment and prevention of mother-to child 
transmission (PMTCT) coverage levels, and rapidly adopting new international guidelines and 
best practices.  Of note, given the high TB/HIV co-infection  rate (32%) in the country, Figure 2.1.2 
may underestimate deaths due to TB because when an HIV-positive person dies from TB disease, 
the underlying cause of death is classified as HIV in the International Classification of Diseases 
system (ICD-10).  
 
HIV Prevalence and Incidence 

Namibia has a generalized HIV epidemic, with 8.3% of the general population living with HIV 
(2020 Spectrum Model).  HIV/AIDS will be responsible for an estimated 3,052 deaths in 2020 (see 
Table 2.1.1), and the disease remains the leading cause of death among adults and the leading 
cause among children under five years of age (Republic of Namibia Report on Mortality and 
Causes of Death, 2016-2017 Edition 1).  Among adults (>25 years of age), women bear a 
disproportionate burden of the HIV epidemic, with a prevalence of 19.6% compared to 12.7% for 
men (see Table 2.1.1).  Although limited data are available on sex-specific positivity rates among 
children, an estimated 0.98% of children under 15 years of age are HIV infected.  According to the 
2020 Spectrum Model, the highest proportion of estimated new infections is among women older 
than 25 years, accounting for 36.9% of new infections.  Men older than 25 years old are estimated 
to account for 28.1% of the new infections (2020 Spectrum Model). 
 
The highest estimated incidence is in areas of highest population density, including the Khomas 
region (where the capital, Windhoek, is situated) and six northern regions. (2020 
Spectrum/Naomi Model).   
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Treatment Coverage 

The results from the Namibia Population-Based HIV Impact Assessment (NAMPHIA) survey 
indicate that most people who test positive for HIV start treatment and generally remain on 
treatment.  96% of people aware of their HIV -positive status were on ART.  That is further 
supported by NAMPHIA laboratory data that show that 91% of people who report being on ART 
are confirmed to be virally suppressed.  Since the introduction of ART in 2003, the number of 
PLHIV on ART has increased annually, rising from 75,681 in 2010 to approximately 171,499 in 2019 
(see Table 2.1.2). Disaggregated data by age and sex illustrate that the proportional treatment gap 
is highest among males 15-24 (Figure 2.1.2).  4ÈÅ Ȱ4ÒÅÁÔ !ÌÌȱ ÐÏÌÉÃÙȟ ×ÈÉÃÈ ÒÅÃÏÍÍÅÎÄÓ !24 ÆÏÒ ÁÌÌ 
PLHIV, was rolled out nationally in 2016 under updated treatment guidelines, and a further 
update was completed in FY19 to facilitate a full national roll-out of 
Tenofovir/Lamivudine/Dolutegravir (TLD).   Namibia has made incredible strides in its HIV/AIDS 
response, with a treatment coverage of 95% among PLHIV knowing their status in 2019 (including 
private sector on treatment).  
 
Prevention of Mother-to-Child Transmission (PMTCT) 

PMTCT program data in Namibia shows that almost all (99%) known HIV positive ANC clients 
are confirmed to be on ART before ANC, and that among newly identified HIV positive clients, all 
are started on ART in ANC.  However, over the course of FY19 a total 1,138 women were newly 
diagnosed HIV-positive either late in pregnancy or at labor and delivery.  This is of major concern, 
as these mothers are at substantially higher risk of transmitting HIV to their infant. Increased 
efforts are needed in diagnosing pregnant women earlier in order to start ART with enough time 
to reach viral suppression before delivery.  Namibia is, however, close to achieving a Gold Tier 
Status by 2023 which translates to <250 cases of MTCT per 100,000 live births.  Based on the 2013 
Demographic Health Survey, the percentage of pregnant women with four or more antenatal care 
is just 63%, but delivery in a health center is higher at 87%.  PMTCT and early infant diagnosis 
(EID) services are integrated in all public health sites.  In FY19, ART coverage for pregnant women 
was 93.9%, and antenatal clinic (ANC) coverage (at least one visit) was 101% (see Table 2.1.1). 
 
According to the 2016 HIV sentinel surveillance: 

¶ HIV prevalence in pregnant women was 17.2% (8.5% in 15-24-year olds, 24% in 25-49 
year olds), a slight increase from 16.9% in 2014.  

¶ Prevalence in pregnant women ranged from 5.2% to 32.9% across regions. 
¶ 69% of HIV infected pregnant women at ANC had known HIV status (43% in 15-24 

year olds, 77% in 25-49 year olds). 
¶ 63% of HIV infected women were already on ART at first ANC visit (38% in 15-24 

year olds and 69% in >25 year olds) 
 

Infant HIV case identification through EID is a Namibian policy, but execution remains 
challenging.  The majority of infants (56.5%) had their final HIV status recorded as unknown 
(APR19).  In FY19, PEPFAR Namibia supported 234 sites, addressing >90% of national PMTCT and 
EID needs. 
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TB/HIV  

Namibia has one of the highest per capita burden in the world and is ranked by the World Health 
Organization (WHO) among the top 30 high TB burden countries in the world.  In the 2018, the 
country notified 8,108 TB cases (61% male and 39% female), translating to a case notification rate 
(CNR) of 336/100,000.  The majority of the cases were aged 25-34 years.  The high case load is 
attributed mainly to the HIV epidemic as reflected by an HIV prevalence of 17.2% among ante-
natal clinic attendees in 2016 and an HIV prevalence rate of 35% among TB patients in 2018.  The 
rate of TB patients with known HIV status is 99% with 97% ART initiation among those who 
tested positive.  
 
Drug-resistant TB is one of the greatest threats to ending TB in Namibia.  The 2015/6 anti-TB drug 
resistance survey (DRS) showed MDR-TB prevalence of 3.9% and 8.7% among new and previously 
treated patients respectively.  In 2018, 328 patients with multi-drug resistant (rifampicin -resistant) 
TB were notified.   
 
4ÈÅ ÒÅÃÅÎÔÌÙ ÃÏÍÐÌÅÔÅÄ 4" $ÉÓÅÁÓÅ 0ÒÅÖÁÌÅÎÃÅ 3ÕÒÖÅÙ ɉ$03Ɋ ÃÏÎÆÉÒÍÅÄ .ÁÍÉÂÉÁȭÓ ÐÏÓÉÔÉÏÎ ÁÍÏÎÇ 
the top high TB burden countries reporting the rate of bacteriologically confirmed TB as 
465/100,000 (95% CI:  340-590).  TB among males was significantly higher (60%) than females.  
HIV -positive rate was 13.5% among participants who knew their HIV status at the end of the 
survey (83.5%).  HIV positivity rate among DR-TB patients was 42% and ART was initiated among 
89% of these. 
 
HIV Testing Services (HTS) 

Namibia has made significant progress in scaling up targeted case finding strategies to all parts of 
the country and population groups.  According to data from NAMPHIA, 86% of adults between 
the age of 15 and 64 years (79.6% for men and 89.5% for women) who are living with HIV know 
their status.  This shows an improvement from the 75.6% (62.6% for men and 79.6% for women) 
reported from the 2013 Namibia Demographic and Health Survey (NDHS).  Similar to the NDH S 
2013, men (age group of 20-29 years) still lag behind in HIV testing uptake.  According to 
Spectrum estimates, 94.5% of PLHIV know their status. 
 
Voluntary Medical Male Circumcision (VMMC)  

Modeled national coverage for VMMC among priority age groups of 15-29 years old is 47.7% 
(Decision Makers Program Planning Tool, DMPPT-2 2019), which is less than the recommended 
80% target to achieve a population level impact in epidemic control.  The Ministry of Health and 
Social Services (MOHSS) has scaled up the implementation of an extensive VMMC demand 
creation campaign.  As part of this campaign, PEPFAR Namibia, in collaboration with MOHSS, 
worked with a popular Namibian musician to promote the benefits of VMMC and increase uptake 
among young people aged 15-29 years.  Promotional concerts were conducted during the high 
VMMC season from May to September.  Due to expansion of service access and demand 
generation efforts, the PEPFAR VMMC program has seen a 28% increase in VMMC coverage.  At 
the end of FY19, the PEPFAR program reported a record number of circumcisions: 40,465 men 
(above 10 years of age), (Annual Progress Report [APR] 2019).  0%0&!2 .ÁÍÉÂÉÁȭÓ #/0άΪ ÔÁÒÇÅÔ 
will rapidly saturate VMMC services among priority age bands (15-29) in 7 regions (Khomas, 
Zambezi, Oshana, Ohangwena, Omusati, Erongo and Karas) to 75% VMMC coverage. 
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Orphans and Vulnerable Children (OVC) 

The HIV epidemic in Namibia has generated a large population of orphans and vulnerable 
children.  Approximately 250,000 children in Namibia are considered vulnerable (NAC 2018-
2022).  According to UNAIDS Spectrum 2020 estimates, Namibia has roughly 11,000 children 
under the age of 15 living with HIV.  Spectrum 2019 estimates the number of orphans who are 
either single or double orphaned to be 35,029.  Among 15-19 year olds, 56.6% of girls and 74.2% 
boys had never been tested for HIV (NDHS, 2013).  With increased ART coverage, children are 
living longer, requiring sufficient HIV prevention interventions.  In FY19 Q4, there were 9,593 
children 0-14 years on ART, leaving a treatment gap of roughly 1,500 children in need of 
identification, linkage and ART care.  These children will be targeted for interventions by the 
OVC program.  
 
According to the World Bank, Namibia is one of the most unequal countries in the world and this 
slows the pace of poverty reduction.  Unemployment has remained stubbornly high at 34.0% of 
the working population in 2016 and is higher among women (38.3%) and the youth (43.4%) 
(World Bank).   Children and women are disproportionately disadvantaged by poverty, with up to 
56 % of children either living in poverty or at risk of becoming poor.  Simultaneously, according 
to the National Statistical Agency of Namibia, 204,162 children were on social grants in 2016 and 
58% eligible are not receiving grants.  -ÏÒÅ ÔÈÁÎ ÈÁÌÆ ÏÆ .ÁÍÉÂÉÁȭÓ ÃÈÉÌÄÒÅÎ ÄÏ ÎÏÔ ÃÏÍÐÌÅÔÅ 
primary school.  Child grants and universal pensions are important social protection mechanisms 
in Namibia.  Household economic strengthening activities implemented through USG-funded 
partners are complementary, leveraging government resources with support for money 
management, additional savings, nutritional information and food security initiatives.  
 
Gender Inequalities 

In Namibia, gender norms and gender-specific roles are deeply entrenched.  Partly due to cultural 
and economic gender inequalities, women and girls are the most affected by the HIV epidemic, 
with some unable to protect themselves from HIV.  Cultural norms that inhibit health seeking 
behaviors in men and boys also contribute to HIV risk.  According to the 2013 DHS, one in three 
(32%) women aged 15-49 has experienced physical violence since age 15, and 14% of women in this 
age group experienced physical violence in the 12 months prior to the survey.  Seven percent of 
women aged 15-49 experienced sexual violence since age 15, and four percent experienced sexual 
violence in the 12 months prior to the survey.  Women who are not employed or are less educated 
are more likely to have experienced sexual violence.  While the GRN has approved a number of 
progressive laws and policies to address inequalities between men and women, full 
implementation is difficult due to limited allocation of financial and human resources .  
 
In addition, the Violence against Children Survey (VACS) Final Report will be released by the 
MGECW in FY20, and will provide recommendations to relevant Namibian ministries, and 
international and national non -governmental organizations on developing, improving and 
enhancing prevention and response strategies to address violence against children as part of a 
larger, comprehensive, multi-sectoral approach.   
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Key Populations 

Key populations (KP) in Namibia, especially men who have sex with men (MSM), female sex 
workers (FSW), and transgender women (TGW) are at high risk of HIV.  Based on the Namibia 
Integrated Biological and Behavioral Survey (NAM-IBBS) conducted in 2019, HIV prevalence was 
high among FSW: 20.9% in Windhoek, 21.2% in Walvis Bay and 43.6% in Katima Mulilo.   HIV 
prevalence among MSM was relatively consistent with that of adult men in the general 
populations of their respective regions as estimated in NAMPHIA: 8.4% vs.7.2% in Khomas 
(Windhoek) and 9.7% vs. 7.5% in Erongo (Walvis Bay/Swakopmund), respectively. Approximately 
60% of MSM testing positive for syphilis were also HIV-positive.  Coverage of ART among KPs 
who had known HIV status was comparable to estimates from NAMPHIA but viral load 
suppression rates were low; among FSW, viral load suppression was 52.4% in Windhoek, 31.2% in 
Walvis Bay and 75.5% in Katima Mulilo.  Viral load suppression among MSM was 76.1% in 
Windhoek and 55.8% in Walvis Bay.  
 
The NAM-IBBS findings differ from programmatic results. In FY19 programmatic data showed a 
strong linkage to treatment and high viral load suppression rates. In FY20, PEPFAR supported 
programs showed 96% linkage to treatment among diagnosed KPs and 94% viral load suppression 
rate. The NAM-IBBS provided additional information on population size estimates for all three 
study sites for FSW, MSM and TG people, meaning we can see that the high rates of successful 
outcomes for those reached through KP programs are only representing a small portion of those 
overall populations. In FY21 PEPFAR Namibia will use the findings from the NAM-IBBS to further 
expand and reach new hidden groups, improve case finding and linkage to treatment strategies 
for KP in Namibia.   
 
Pre-Exposure Prophylaxis (PrEP) 

Namibia included PrEP in its National Strategic Framework for HIV (2017/2018-2021/2022) and 
granted regulatory approval for tenofovir disoproxil fumarate (Ricovir-M) in May 2017.  PEPFAR 
Namibia provided technical assistance to support the adoption of PrEP in the national guidelines 
in 2016 and a scale up of coverage in 2017.  In FY18 a major PrEP program scale-up focusing on 
Adolescent Girls and Young Women (AGYW), KPs, and serodiscordant couples resulted in 4,702 
people being put on PrEP; and FY19 saw a dramatic increase with 10,583 people accessing PrEP.  
Namibia now also boasts of a robust National PrEP M&E framework.  
 
Programmatic and Systemic Gaps 

The data from NAMPHIA show that Namibia is close to reaching epidemic control, but there are 
several systemic and programmatic challenges that create significant barriers to achieving 
sustainable epidemic control.  The Sustainability Index and Dashboard (2019) highlighted human 
resources for health (HRH) as a primary vulnerability, and Namibia requires implementation of a 
human resource staffing structure for the MOHSS that is responsive to the demands of the 
epidemic.  The government is hampered by the fact that there is a hiring freeze meaning that 
adding positions is not possible.  While the overall size of the civil service is bloated, at facility 
level this is often a problem and the lack of flexibility is a severe challenge to ensure the necessary 
HRH is available.  Policy and operational interventions are required.  Other health system 
components that require strengthening are private sector and civil society engagement, HIV 
commodity and supply chain systems, and the health information and surveillance system, 
particularly recent infection surveillance. 



 

 

 

Table 2.1.1 Host Country Government Results  
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Table 2.1.2: 95-95-95 cascade: HIV diagnosis, treatment and viral suppression  
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Figure 2.1.1 Updated National and PEPFAR                   

Trend for Individuals currently on Treatmen t  

 

2.2 New Activities and Areas of Focus for COP20, Including Focus on Client Retention  

0%0&!2 .ÁÍÉÂÉÁȭÓ ÍÁÊÏÒ ÄÒÉÖÅ ÆÏÒ #/0άΪ ÉÓ ÒÅÁÃÈÉÎÇ ÅÐÉÄÅÍÉÃ ÃÏÎÔÒÏÌ ÔÈÒÏÕÇÈ Á unified  and 
integrated clinical cascade primed to identify and address recent infections, ensure that all HIV 
positive people are put on treatment and remain on treatment, virally suppressed.  This is an 
ÁÐÐÒÏÁÃÈ ×Å ÈÁÖÅ ÔÅÒÍÅÄ ȰÓÔÒÕÃÔÕÒÁÌ ÓÕÓÔÁÉÎÁÂÉÌÉÔÙȱȟ ÁÓ ÉÔ ÅÎÔÒÅÎÃÈÅÓ ÔÈÅ ×ÈÏÌÅ ÒÅÓÐÏÎÓÅ ×ÉÔÈÉÎ 
the public health approach of the Ministry of Health and Social Services, regardless of whether 
interventions are at the facility level or community level or whether they are being implemented 
by the government or private and civil society partners.  One of the new interventions for this 
ÉÎÔÅÇÒÁÔÅÄ ÁÐÐÒÏÁÃÈ ÔÏ ÔÈÅ ÃÌÉÎÉÃÁÌ ÃÁÓÃÁÄÅ ÉÓ ÔÈÅ Ȱ&ÉÖÅÒ 3ÙÓÔÅÍ ÏÆ )ÎÔÅÇÒÁÔÅÄ #ÏÍÍÕÎÉÔÙ #ÁÒÅȱȟ 
where ÓÍÁÌÌ ÉÎÔÅÇÒÁÔÅÄ ÔÅÁÍÓ ÏÆ ίȟ ÃÁÌÌÅÄ ȰÆÉÖÅÒÓȟȱ ÁÒÅ ÅÍÂÅÄÄÅÄ ÉÎ ÅÁÃÈ ÄÉÓÔÒÉÃÔȢ  Within the 
teams, individual field staff manage index partner testing and linkage, while others perform ART 
and ANC client tracing and managing community adherence groups.  Fiver teams will be able to 
respond nimbly to the particular epidemiology and needs of each area, shifting from case finding 
to tracing in saturated areas and back to index testing where gaps are found, nationally.  
.ÁÍÉÂÉÁȭÓ ÒÅÔÅÎÔÉÏÎ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÓÐÁÎ ÔÈÅ Ãlinical cascade from the point that an individual is 
diagnosed, and are designed to be both preventive of loss, and responsive to times when patients 
miss their appointments or leave the treatment cascade.  
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Over the course of FY19 a total 1,138 women were newly diagnosed HIV positive either late in 
pregnancy, after a previous HIV negative result at their first ANC visit, or newly diagnose at labor 
and delivery.  This contributes to nearly 10% of all PMTCT clients seen in FY19.  This is of obvious 
concern, as these infants are at a substantially higher risk of seroconversion affecting the MTCT 
rate in Namibia.  Additionally,  ÔÈÉÓ ÁÆÆÅÃÔÓ .ÁÍÉÂÉÁȭÓ ÁÂÉÌÉÔÙ ÔÏ ÁÃÈÉÅÖÅ 'ÏÌÄ 4ÉÅÒ 3ÔÁÔÕÓ ÏÆ Å-4#4 
by 2023.  Innovative efforts are needed to decrease the rate of new maternal HIV infections.  
Namibia has piloted a community-based maternal tracking program that identified pregnant 
women who had not enrolled into ANC care with unknown HIV status, the program has shown 
promising results, and with Ambition Funds, this program will be formally implemented 
nationwide in COP20.  Another nascent program address PMTCT shortfalls is the tracking of 
HIV -positive breastfeeding mother-baby pairs, making sure mothers are retained on ART and 
virally suppressed.  The program with limit ed geographical scope has achieved 100% maternal 
retention and 0% of infants positive at 18 months.  With COP20, we propose to formalize this 
tracing program to ensure HIV-positive breastfeeding women are actively tracked at community 
level.  

For COP20 the goal is to eliminate mother-to-child transmission.  We will achieve this goal 
through community tracing of pregnant women, as well as other structural and programmatic 
quality initiatives.   Adjacent to this, Namibia will complete the transition to TLD in COP20, 
includ ing the complete phasing out of Nevirapine based regimens.  

In COP20, Namibia will optimize the laboratory diagnostic network and close the coverage gaps 
for infant virologic testing and viral load.  Firstly, by decentralizing infant testing to molecular 
laboratories and priority GeneXpert sites will address the poor EID final status documentation 
seen that has plagued the program.  Secondly, by developing an integrated national sample 
referral system to enhance sample integrity, track turnaround times, and ensure results are 
returned to the facility and the client.  Currently, over 40% of health facilities have viral load 
suppression of at least 95%, and through site level analysis and an understanding of viral load 
testing coverage, PEPFAR Namibia has identified a number of high volume sites to target for 
improvement of viral load coverage and improved viral load suppression outcomes.   

In COP20, Namibia will saturate existing DREAMS districts, and deepen the quality of 
programming, with an increased emphasis on economic strengthening and PrEP provision.  
Economic strengthening pathways that helm our interventions will include school re -enrollment, 
employability, and entrepreneurship promotion.  Additionally, we will expand to 4 new districts. 
PEPFAR will also collaborate with the MGECW in a government-to-government agreement to 
enhance country-level sustainability.  

For COP20, Namibia will strengthen community ART monitoring mechanisms through 
community Adherence Groups (CAGs); providing adherence counseling, community level TB 
screening and referrals for stable patients differentiated services delivery.  
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2.3 Investment  Profile  

The Namibian government is responsible for the majority of health financing, contributing more 
than 55% of the costs of the multisectoral HIV/AIDS response.  The government also procures 
more than 88% of all HIV/AIDs related commodities.  Donors have supported some emergency 
commodities procurement on request of the government due to protracted government 
procurement system and owing to the practicality of pooled procurement for some low volume 
commodities such as pediatric ARVs, with orders not being of sufficient quantity to fill a 
manufacturing batch.  Donors also played an outsized hand in the provision of Human Resources 
for Health, with more than 1500 health care workers supported across the country, the majority of 
whom are lay workers (health assistants, data clerks, etc.), but critical clinical staff (doctors and 
nurses) making up a significant portion (17%) of all HRH supported by donors.  Related to HRH, 
donors fund 76% of HIV/AIDS related training.  The HRH investment has been necessitated by 
the limited quantity and capacity of HRH to deliver comprehensive HIV services in Namibia. 
Another area favoring donor support is health systems strengthening and program coordination, 
for which donors provide 73% of the resources, most of it going towards program management of 
infectious diseases (HIV/AIDS, Malaria, Tuberculosis) and surveillance, research and evaluations. 

In recent years, we have executed on a stepwise approach to prepare for eventual sustained 
epidemic control.  In COP18, we supported the Ministry of Health and Social Services to develop 
the Sustainability Framework for HIV.  The now-finalized framework serves as an umbrella 
document for the response, with key milestones and actions to reach sustainability.  PEPFAR also 
supported the Ministry to develop a minimum package of services for HIV, establishing a list of 
services essential to sustain epidemic control.  We continue to work with our count erparts at the 
Ministry to advocate for and implement initiatives that address inefficiencies in the HIV response.  
With health spending near the standard of 15% of government expenditures, the sector needs to 
achieve better results with the resources it already has.  Greater utilization of the private sector 
and of civil society organizations are options worthy of consideration. 

PEPFAR Namibia will support the MOHSS to optimize existing HRH planning to meet the 
demands of an ever-evolving epidemic.  In COP20 PEPFAR will support the development of a 
Human Resources Information System (HRIS) developing a system that will remove one of the 
final barriers to efforts at HRH rationalization and sustainability planning for the future of the 
response.  The HRIS wil l allow for a more strategically deployed and maintained workforce to 
serve and retain the treatment cohort.  This investment is part of a broader sustainability 
framework, with motivates as a first priority to identify critical functions and HRH gaps to a chieve 
and maintain epidemic control; with the second priority being to support the Ministry of Health 
and Social Services to make a case for investment in critical HRH to the Ministry of Finance; and 
the third priority being to engage private sector and civil society organizations to fill critical 
functions in a public good partnership with the government.  0%0&!2ȭÓ ÉÎÔÅÒÖÅÎÔÉÏÎÓ ÉÎ #/0άΪ 
will be focused on how to optimize the workforce going forward, ensuring the delivery of client-
centered HIV services.  
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To improve the supply chain management system and reduce the number of emergency 
procurement request directed at donors, PEPFAR will provide support to the government aimed 
at strengthening in-country procurement and tender management systems, through framework 
contracts and pooled procurement.  PEPFAR will also support the full roll-out of multi -month 
dispensing of ARVs to reduce the burden on the supply chain management systems including 
distribution and storage of commodities, and to declog health facilities, by reducing the number 
of patients who come in for pill pick -ups.  

In 2018/19, donors supported limited procurements upon request from the government, including 
adult ARVs (by GF), and pediatric ARVs and anti-TB medicines (by PEPFAR).  Given the ongoing 
recession in Namibia and corresponding fiscal constraints, PEPFAR will continue to support 
emergency procurements on a limited basis.  This includes TLD, anti-TB medicines, and small 
batch items that are difficult to procure, like pediatric ARVs.  Additionally, PEPFAR will procure 
drugs and test kits in COP20 to support PrEP expansion. 

Table 2.3.1 Annual Investment Profile by Program Area, in USD, 2017/18  

 

Table 2.3.2 Annual Procurement Profile for Key Commodities, Apr 2019-March 2020  
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Table 2.3.3 is intentionally left blank, as PEPFAR Namibia does not receive any non-PEPFAR 
funding or co-funding.   

 

2.4 National Sustainability Profile  Update  

The 2019 Sustainability Index and Dashboard (SID) was completed using a highly participatory 
approach and in collaboration with the Joint United Nations Program on HIV/AIDS (UNAIDS).  
PEPFAR held a national stakeholder meeting to validate the SID, where 60 multisectoral 
stakeholders from government, bilateral and multilateral development partners, civil society and 
the private sector provided robust ÆÅÅÄÂÁÃË ÏÎ ÔÈÅ ÓÔÁÔÅ ÏÆ ÔÈÅ ÒÅÓÐÏÎÓÅȭÓ ÓÕÓÔÁÉÎÁÂÉÌÉÔÙȢ  
!ÌÔÈÏÕÇÈ ÔÈÅ 3)$ ÃÏÎÔÉÎÕÅÓ ÔÏ ÁÓÓÅÓÓ .ÁÍÉÂÉÁȭÓ ()6Ⱦ!IDS response as trending towards 
sustainability, the country has experienced declining growth in recent years, and is operating in a 
constrained fiscal environment, which can be observed in slightly decreased score for laboratory 
services and commodity security and supply chain, all related to strained finances.  Ten out of the 
seventeen elements expressed sustainability vulnerabilities, and needing some investment, 
including: HRH; laboratory; public access to information; civil society engagement; private sector 
engagement; service delivery; and the whole strategic information domain (see Figure 2.4.1).  Of 
the remaining seven elements, five scored light green and two dark green, indicating that they did 
not exhibit any significant sustainability vulnerabil ities.  
 
While on average the SID showed a slight decline in scores since the 2017 version, most of the 
declines could be linked to a tougher operating environment due to fiscal constraints and a 
persistent drought.  Namibia has shown great leadership in taking ownership of the integrated 
multisectoral response to HIV/AIDS, and has been vindicated in recent years with no loss of the 
gains achieved throughout the years even under tougher operating environments.  The 
government develops and implements a progressive and comprehensive national Strategic 
Framework for HIV/AIDS (NSF), which is the basis for the response in the country, with 
development partners (including PEPFAR) and other key stakeholder aligning their own 
operational plans with this framework.  The NSF is being reviewed in 2020 to allow it to respond 
to new developments in epidemic control, and to reflect the strides Namibia has taken in its 
response since the current NSF was launched in 2017. 
 
Certain categories and localities of HRH rely heavily on donor funding and expatriates to fill 
positions.  Key HRH weaknesses in the SID 4.0 included: inadequate distribution of health 
workers across all facilities and across the public and private sector; the lack of a plan to 
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transition donor -supported HRH to the GRN; and, not fully using HR data for HRH planning and 
ÍÁÎÁÇÅÍÅÎÔȢ  ! ÎÕÍÂÅÒ ÏÆ ÈÅÁÌÔÈ ÐÒÏÆÅÓÓÉÏÎÁÌÓ ÈÉÒÅÄ ÂÙ ÄÏÎÏÒÓ ÁÓ ÐÁÒÔ ÏÆ 0%0&!2ȭÓ Ȱ4ÒÅÁÔÍÅÎÔ 
!ÃÃÅÌÅÒÁÔÉÏÎ 0ÌÁÎȱ ÒÅÍÁÉÎ ÏÆÆ ÔÈÅ -/(33ȭ ÁÐÐÒÏÖed staffing structure and a significant number 
of GF HRH positions ceased to be funded on December 31, 2017, with PEPFAR having filled the 
gap by supporting a number of critical positions previously funded by GF.  .ÁÍÉÂÉÁȭÓ ÐÕÂÌÉÃ 
health sector operates on outdated Human Resources for Health structure, which is not always 
ÒÅÓÐÏÎÓÉÖÅ ÔÏ ÔÈÅ ÎÅÅÄÓ ÏÆ ÔÈÅ ÃÏÕÎÔÒÙȭÓ ()6Ⱦ!)$3 ÒÅÓÐÏÎÓÅȢ 
 
In COP18 PEPFAR had conducted an inventory of all donor supported positions (1533), and in 
COP19 is supporting the government in scoping optimization options for its HRH, part of this 
optimization will be support for the development of a HRIS in COP20.  The compensation levels 
of PEPFAR-supported HRH map fairly well to equivalent government cadres, indicating that 
drastic differences in compensation may not pose as significant an obstacle in Namibia as in many 
other PEPFAR countries.  

 
Figure 2.4.1 Sustainability Index Dashboard (SID 2019)
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A government-wide general hiring freeze remains in place, with special waivers required to fill 
positions.  The MOHSS has sought to manage the hiring freeze by repurposing positions from 
areas that are sufficiently staffed or over staffed to areas of critical need.  .ÁÍÉÂÉÁȭÓ ÈÅÁÌÔÈ 
training universities and institutions continue to produce med ical doctors, nurses, and 
pharmacists, but they are relatively small in number and graduates do not have specialized or 
practical experience.  In COP19, PEPFAR Namibia successfully realigned some programmatic 
areas, shifting specific technical areas to the direct management of one agency.  This realignment 
ÁÌÓÏ ÂÒÏÕÇÈÔ ÍÏÓÔ ÏÆ 0%0&!2ȭÓ ÁÃÔÉÖÉÔÉÅÓ ÕÎÄÅÒ ÔÈÅ ÄÉÒÅÃÔ ÅØÅÃÕÔÉÏÎ ÏÆ ÔÈÅ MOHSS or local 
partners. 

The SID identified several weaknesses in the supply chain, most notably stock outs and low stock 
for critical commodities and medicines however minimal but including condoms.  The Namibian 
government must be acknowledged for its efforts to ensure HIV commodity security, including 
procurement of greater than 95% of the ARVs in 2019.  Their commitment is evident by the result 
of no national stockouts of first-line adult ARVs in over 10 years.  PEPFAR and Global Fund have 
played an important role in filling gaps for stockouts of other HIV commodities when needed. 
With technical assistance from PEPFAR, MOHSS finalized a pooled procurement of vaccines from 
UNICEF in December at a savings of almost 1 million US dollars.  If these mechanisms were fully 
maximized, the Ministry would stand to achieve significant savings of over US $7 million in the 
future.  In COP20 PEPFAR will support the government in accelerating the implementation of 
multi -month dispensing of ARVs, characterized by routine 6 months refills of ARVs reducing the 
burden on the supply chain management systems, particularly regarding the distribution and 
storage of ARVs at the regional, district and site level; and reducing the frequency of patient visits 
to clinics for refills.  
 
The SID 4.0 assessment revealed that while the framework exists for the engagement of both civil 
society and the private sector, there are missed opportunities in actualizing the multisectoral 
response.  Stakeholders voiced concern that civil society coordination was not comprehensive, 
and that engagement particularly at the subnational level could be improved to be more inclusive 
of key and vulnerable populations.  PEPFAR is working with the UN in supporting the MOHSS in 
developing a social contracting framework, as in COP20 will be sub-awarding resources from its 
cooperative agreement to local partners, creating a model for future private sector and civil 
society engagement and partnership.  In COP19 PEPFAR Namibia support GRN to lay the 
groundwork for sustainable epidemic control, including defining and costing a minimum package 
of services, and will be undertaking a will be undertaking a broader activity-based costing 
exercise, that will provide site-level and above-site costs for delivering HIV services.  

Access to information remains a weak point in the response.  This includes access to information 
and data within the MOHSS for improved program analysis.  Without these data, program 
managers and implementers are not able to make course adjustments for greater impact and 
efficiency.  Epidemiological data are supported by donors and is considered a sustainability and 
capacity vulnerability.  PEPFAR has partnered with the MOHSS to develop several fact sheets 
covering a variety of HIV/AIDS programs and activities, including a publicly  available summary 
sheet of the NAMPHIA findings.  PEPFAR will work with the government in improving access to 
information through the development and management of public health information repository.  
 
Through its stakeholder engagement and sustainability interagency technical teams (ITTs), 
PEPFAR Namibia has held several stakeholder engagements meetings in COP19, including 
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additional engagements on the portfolio realignment process, and with organizations 
representing key Populations; the Medical Association of Namibia, representing medical 
practitioners; and the Namibia Association of Medical Aid Funds (NAMAF), who coordinates 
medical aid in Namibia.  Other activities include working with private health service providers on 
VMMC and exploring avenues for private pharmacy dispensing of publicly  procured ART and 
PrEP. 
 
PEPFAR Namibia continues to work with the government and other donors to stabilize 
operations at the Namibia Institute of Pathology (NIP), and will continue to support the 
ÏÐÅÒÁÔÉÏÎÁÌ ÓÕÓÔÁÉÎÁÂÉÌÉÔÙ ÏÆ .ÁÍÉÂÉÁȭÓ ÐÕÂÌÉÃ ÌÁÂÏÒÁÔÏÒÙ ÓÙÓÔÅÍȟ ÉÎÃÌÕÄÉÎÇ ÍÏÒÅ ÔÈÅ 
decentralization of EID testing to VL labs.  A big focus in COP20 will be a drive for diagnostic 
network optimization, and the improvement of specimen tracking, t ransport and results return. 

2.5 Alignment of PEPFAR investments geographically to disease burden  

For COP20, improved program and national data have further refined the understanding of the 
epidemic and informed strategies to close the gaps. Figure.2.5.1 shows .ÁÍÉÂÉÁȭÓ ÐÏÐÕÌÁÔÉÏÎ 
distribution geographically, which shows that most of the Namibian population lives in the far 
north, with other population centers in Windhoe k and the central coast. Figure.2.5.2 shows HIV 
prevalence by district.  Notably, high prevalence occurs in the same districts where there is higher 
density of population. 

Figure 2.5.3 shows ART Coverage by District and Figure 2.5.4 shows ART Coverage Gap by 
District.  In the highest burden regions along the norther border where PEPFAR has invested the 
most, indicates a high coverage of ART (Omusati, Oshana, Ohangwena, Oshikoto, Kavango West, 
Kavango East, Zambezi).  However, in the most urbanized and affluent areas, there exists a larger 
treatment gap than anticipated that is partly filled by the 22,000 ART clients in the private sector 
(Khomas, Erongo). Finally the regions that are low prevalence and low population but also have 
the lowest treatment coverage rates, are where there is increased support with more focused 
technical assistance in COP19 and COP20 (Kunene, Omaheke, Hardap, !Karas). Figures 2.5.5 and 
Figures 2.5.6 show ART Coverage Gap by sex.  These maps show gaps that mirror the overall 
population maps, with some remaining gaps showing up in the northern border for both males 
and females.  Figure 2.5.7 shows ART Coverage Gap by age, which demonstrates the same 
potential gaps in the urban areas.  Additionally, the younger aged and older aged gaps appear 
again in areas of the north.  

Figure 2.5.8 shows viral load coverage by region.  This data demonstrates good viral load coverage 
rates in most regions with some potential gaps existing in some regions. 

Figure 2.5.9 shows viral load suppression for patients on ART by district, which demonstrates 
excellent on-treatment suppression rates with some room for improvement in districts with lower 
prevalence (Keetmanshoop, Rehoboth, Gobabis, Khorixas and Otjiwarongo). 
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&ÉÇÕÒÅȢ άȢίȢΫ .ÁÍÉÂÉÁȭÓ Population Distribution  

 

Figure. 2.5.2 HIV Prevalence by District  

 


























































































